SUMMARY
There were no external signs of head injury (although the patient had been wearing a helmet) and further examination did not reveal any evidence of injury elsewhere. Routine biochemistry, haematology and arterial blood gases were all normal. Blood alcohol concentration was significantly elevated at 85.7 mmolL-1 (395mgdl-1). Plain radiography of cervical spine, chest, pelvis and skull did not show any abnormalities.
Given the above findings, she was intubated using a rapid sequence induction technique and transferred to the regional neurosurgical centre for immediate brain computerized tomography.
During transfer, her right pupil dilated to 8mm and became unreactive to light so she was given 100 ml of 20% mannitol intravenously. However, on arrival at the neurosurgical centre, her pupils were equal (2 mm) and reacting to light. She continued to demonstrate extensor posturing on tracheal suction but was otherwise unresponsive. Oculo-vestibular reflexes were normal. The computerized tomogram showed no abnormality.
By this stage the patient's parents had been traced and were able to confirm previous episodes of binge drinking and multiple parasuicide attempts. The police confirmed that an empty bottle of spirits had been found beside an undamaged motorcycle. A drug screen was normal. She extubated herself 5 h later and 10 h after admission her conscious level had returned to normal. After psychiatric consultation and having made an uneventful recovery, she was discharged without follow-up 4 days later.
Case two
A 38-year-old female was brought to the A&E department by ambulance shortly after mid-day, having been found unconscious in the street. The only history available on admission was of previous alcohol abuse.
On examination she was comatose and smelling strongly of alcohol. She tolerated an oro-pharyngeal airway but was breathing spontaneously with a normal respiratory rate and pattern. She was hypotensive (90/60 mmHg) with a heart rate of 90 beats min-1. There was no eye opening or verbal response but she was noted to be extending all four limbs to pain, although the right side moved more than the left. Pupils were unequal (right 6 mm, left 4mm) both being minimally reactive to light. Eye movements were roving and dysconjugate. Her fundi were normal and there was generalized hyporeflexia with no plantar responses. There was no external evidence of head injury and no other abnormal findings were noted on physical examination. Blood glucose was 5.8 mmol L-1.
Skull and chest radiography was normal and an electrocardiograph unremarkable. Biochemistry, including arterial blood gases revealed hypernatraemia (151 mmol -1), a mild metabolic acidosis, no evidence of hypoxia and a blood alcohol concentration of 108 mmol L-1 (498mg dl-1). Drug screen was negative.
Computerized tomography of her brain was arranged but not subsequently performed. Previous hospital records revealed two recent similar presentations with alcoholic coma although without extensor posturing. In addition, within 1 h of admission the patient was demonstrating a flexor response to pain.
The patient was admitted to a general medical ward with a presumptive diagnosis of alcohol intoxication. She was closely observed until the following morning by which time she had made a complete recovery. She declined further treatment or followup and was therefore discharged.
DISCUSSION
The two patients by their own subsequent admission, had a diagnosis of alcoholic coma, confirmed by their grossly elevated blood alcohol concentrations and spontaneous recovery within a few hours. Both patients demonstrated abnormal extensor posturing to noxious stimulation which is highly unusual with alcohol intoxication but widely recognized with other 'metabolic' causes of coma. 
